This article presents a review of the literature as it relates to the influence of the word power in the context of the Canadian healthcare system. The concept of power is used to explore issues of gender and the evolution of advanced nurse practice in the development of the Canadian healthcare system. Furthermore, issues related to the call for interprofessional collaboration are addressed. Healthcare workers, in particular nurses, are trusted in a society that seeks, promotes, and aspires for power and control. In addition, societal norms continue to shape our healthcare reform. As a consequence, the discussion centers on a call for true collaboration among our healthcare providers and concludes with implications for nursing. KEY WORDS: advanced practice nurse, Canadian healthcare system, power T he Canadian healthcare system, like many others globally, is being restructured and changed by current economic realities. As restructuring occurs, it is imperative for nurses and professional nursing organizations to reflect on the past and present realities in order to plan for the future. One of the issues of the past is the distribution of power. The word power brings to mind concepts and meanings that are influenced by values, beliefs, culture, and personal experiences. Notions of power are also influenced by the context in which the term is used. For the purpose of this discussion, the word power carries 2 connotations. The first is the traditional European definition of actions with intentions to dominate.
T he Canadian healthcare system, like many others globally, is being restructured and changed by current economic realities. As restructuring occurs, it is imperative for nurses and professional nursing organizations to reflect on the past and present realities in order to plan for the future. One of the issues of the past is the distribution of power. The word power brings to mind concepts and meanings that are influenced by values, beliefs, culture, and personal experiences. Notions of power are also influenced by the context in which the term is used. For the purpose of this discussion, the word power carries 2 connotations. The first is the traditional European definition of actions with intentions to dominate. 1 Power may also be defined as traditionally viewed by the indigenous peoples as actions that embrace pass ills and those that influence change through collaborative efforts. 1 Power within the context of the Canadian healthcare system has been affected by many issues. Key factors such as gender, the nurses' role in advanced nursing practice, and interprofessional collaboration are all intertwined. Unity among health professionals, regardless of gender or advanced practice role, will stimulate positive changes in healthcare. Actively working toward interdependency and true collaboration will influence the delivery of quality and cost-effective care on behalf of the patients we serve.
GENDER
Gender is used to identify genetic disposition or phenotype as well as an individual's self-reflection of sexual characteristics shaped by internal and external dynamics. Historically, for such reasons as economical, political, technological, and the cultural expectations of days past, a primary female role was managing domestic concerns of a traditional family and community. Hall 2 documents that in preindustrial era this included healthcare matters involving family, neighbors, and community members. The industrial revolution, however, led to a capitalistic movement that increased the number and availability of professional occupations. In healthcare, the profession of medicine was seen as primarily an occupation for wealthy males who provided a specialized knowledge of health and illness based on a fee for service. 2 Armstrong and Silas, 3 Hall, and McDonald 4 point to the fact that the establishment of formal male-oriented educational systems discredited females in healing and caregiver roles in health such as the indigenous women who practiced midwifery and cared for the ills of the white man. This discrediting took place at the same time that they were exploiting the traditions, culture, and land of the indigenous peoples in North America. These traditional female roles and caring ways were portrayed as incompetent because of perceived deficiencies in formalized education and training. 2, 4 In many ways, these capitalistic ideologies dismantled naturalistic health and healing ways of traditional cultures and the traditional female ways of knowing.
The literature documents the courage of pioneering women in rural Canada who provided midwifery services, preventive health education, and communicable disease management and emergency medical and dental care. 5 During precolonial and postcolonial days, indigenous women were instrumental in decreasing Canadian maternalinfant mortality rates despite struggles with male doctors who, after colonization, fought to restrict midwifery to the physician's sphere. 4 Regrettably, continuation of male dominance occurred and postYWorld War I saw the majority of women move back to household responsibilities. This occurred again but to a lesser degree after World War II.
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The women's movement, however, changed the expectation that women would return to the traditional female role. These circumstances ultimately clearly identified and gave voice to social inequalities of power and control in the home and in other aspects of society. 2, 7 The women's movement was instrumental in identifying discriminatory acts of gender segregation including income and status inequalities in the workforce and in educational institutions. This, in combination with individual actions, provided a platform of support for women nationally and internationally to take action in order to change the perceived views of women's worth beyond. However, despite these advances, the role of power and gender continues to be a varying force in the structure of our present-day healthcare system.
ADVANCED PRACTICE NURSES
Advanced practice nurse (APN) is an umbrella term used in Canada to describe registered nurses who are master's degree or doctorally prepared for the purposes of advancing the level of clinical practice. In the United States, this nursing role is titled advanced practice registered nurse. Advanced practice nurses utilize in-depth evidence-based nursing knowledge in meeting the needs of individuals, families, communities, and populations on a national and international basis. 8 Informally, advanced nursing practice has its roots firmly planted in the history of nursing for greater than 100 years. 5 In a number of countries, there has been a rebirth of APN positions. In Canada, 2 distinct categories of APNs exist, the nurse practitioner (NP) and the clinical nurse specialist (CNS). Both roles share the same core competencies of clinician and researcher, as well as competencies in leadership, consultation, and collaboration. 8 However, competencies are applied differently in diverse roles. In present-day nursing practice, Canada's and the United States' requirement for entry to practice as an APN is a master's degree in nursing. The evolution of the APNs roles within the Canadian healthcare system has differed from the American evolution as a result of physician and nursing shortages and the need for access to quality care.
Nurse Practitioner
MacKinnon 5 outlines a history of Northern Canadian community nurses who functioned as NPs when there was a shortage of physician supply in remote areas. However, in the absence of legislative support for the role and a defined scope of practice, the NPs' autonomy remained dependent on the availability of physicians' confirmation of diagnosis, treatment, and care management. DiCenso notes that, by the early 1980s, the NP role diminished in Canada because of a lack of federal, provincial, or territorial legislation and regulation, the alleged abundance of urban physicians, the absence of reimbursement initiatives, and a failure for advocacy for the NP role from the lay public and health professional groups. The Canadian Nurse Practitioner Initiative (CNPI) 10 supported the implementation of a pan-Canadian NP examination, which now upholds NP title protection and endorses full scope of practice as a registered nurse who is master's degree prepared with competencies to diagnose conditions, order and interpret tests, prescribe medications and other therapies, and perform specific surgical procedures while maintaining a holistic model of care that is respectful to provincial legislation and regulation. 10 However, the Canadian Nurses Association 10 clearly documents a number of issues that continue to exist in some communities across Canada. Issues include lack of specific liability protection and lack of complete reimbursement. Thus, NP practice within our health sector continues to struggle. Progress is being made, however, in the direction of meeting public needs while gaining role autonomy for the NP.
A modern-day rebirth of NPs into the Canadian healthcare environment is supported in a position paper written through the collaborative efforts of the Clinical Nurse Specialist Interest Groups, CNPI, the Canadian Nurses Association, and other key stakeholders. The document entitled ''Nurse Practitioners: The Time Is Now'' 10 outlines specific recommendations for the implementation or reintroduction of the NP role. The implementation of some of the recommendations has assisted the reintroduction of NPs into the Canadian healthcare environment. 11 The question remains, however, as to how the issue of power in the healthcare system has been impacted by this rebirth and substantial support. On the surface, it appears to have reestablished the position of our indigenous women, traditional rural nurses, members of the Victorian Order of Nurses, and others who independently diagnosed, prescribed, and treated various illnesses during times of war. This care was continued by some individuals in postwar remote, isolated areas where populations were considered marginalized. 2 It appears as if barriers are falling. The removal of barriers accounts for movement toward change as we have witnessed in the transition of NP roles from rural to urban settings. As a result of recent changes in NP role implementation, efforts have begun toward collaborative practices between nursing, medicine, and other allied health professionals. 10, 12, 13 In 2006, a Canadian legislation supported the implementation of NP in an expanded role, which is evident in team-based approaches in rural and urban settings, community healthcare centers, emergency departments, long-term-care homes, and the Victorian Order of Nurses of Canada, 13 although there continues to be prevailing uncertainty of the impact of NPs on the workforce and outcomes related to collaborative team approaches.
Clinical Nurse Specialist
In 1938, Peplau was the first who identified the title of Clinical Nurse Specialist (CNS) in the literature. In her acknowledgement, she identified the role as supporting a long history of contributions of advanced nursing practice in healthcare. In addition, Peplau is credited with the establishment of the initial advanced nursing practice graduate program in the United States. 10, 14 In Canada, the formal introduction of CNS occurred in the 1970s and was based on the need to support hospital nursing staff in complex care issues in patient care by providing staff education and indirect patient care. 15 This period was noted by Armstrong and Silas 3 and Cukr 16 as a time when unit managers were predominately diploma or baccalaureate prepared. Hence, in years past, the CNS was viewed as a clinical expert in a specialized area who was in an ideal position to facilitate with staff education and to develop and evaluate hospital procedures and policies. Great variation in the demand for CNS expertise fluctuated across the years in Canada, with budget constraints in the 1980s causing organizational restructuring and the elimination or shifting of CNS responsibilities and roles. Demand for the CNS increased significantly in the 1990s, followed by significant role ambiguity in the 21st century. 17 The CNS position evolved in response to healthcare environmental changes intended to meet gaps in the system influenced by care delivery needs. Bryant-Lukosius et al 17 recognized that the integration of the role within our system has been plagued by a number of issues, including but not limited to, ambiguous characterization of the role and responsibilities, educational preparation, titling variations across the country, and the requirement for frameworks to guide role development, implementation, and evaluation. To date, the Canadian Nurses Association's response to a number of these concerns has been addressed in revisions of the advanced nursing framework along with amendments to the CNS position statement that highlights role definition and the previously mentioned 5 core competency areas. Despite these efforts, issues surrounding role clarity and promotion efforts with the public and other key stakeholders continue to exist.
A key issue to the financiers of the healthcare system is the varying amount of direct patient care provided by CNSs. The small number of Canadian research studies that specifically profile the clinical impact and outcomes of CNS care may make these positions vulnerable to cutbacks when compared with other healthcare providers whose practice involves a greater segment of direct patient care.
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The broader scope of the CNS role, which includes working with nursing staff and systems level issues, may add to a lack of understanding the role from the public, nurses, and other healthcare professionals who are not familiar with the position. The Canadian Nurses Association 18 position statement on CNSs outlines the flexibility intrinsic to the CNS role and incorporates direct and indirect patient care that is dependent on organizational and patient needs in a particular clinical setting.
The CNS is a clinical expert in a specialized area with a sound understanding of the research process. This understanding translates evidence into nursing practice, which is imperative for quality and cost-effective patient care. Fulton and Baldwin 19 document positive systems outcomes related to CNS practice in community care settings to intensive care units that cross the life span. At a time when funding and human resources are scarce, the multiskilled CNS contributes to organizational and team relations if implemented accordingly. 20 
INTERPROFESSIONAL PRACTICE
Overall, gender inequalities and APN role sustainability contribute to power imbalances within the Canadian healthcare system. 2, 3, 21 Today, nursing and medicine struggle with discrepancies around professional boundaries. 2, 3 Nursing as the largest group of healthcare providers remains a female-dominated profession, whereas medicine, a traditional male-oriented profession, is now more of a mixed-gender status. 21, 22 Power struggles are influenced by the lack of interprofessional respect. 23, 24 The concept of interprofessional practice is used to illustrate how nursing and medicine may work in a care team with allied healthcare professionals such as physiotherapy, social work, dietitian, and x-ray technician to meet individual, family, community, and population needs. 23 Historically, these 4 disciplines evolved from nursing as
Clinical Nurse Specialist
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14 Today, it is to be hoped that interprofessional practice, which involves shared decision making based on a client-centered approach, may assist in the restructuring of the present-day healthcare system.
The movement toward interdisciplinary practice is based on consumers' demands for a holistic care approach and organizations' ethical dilemma of meeting care needs in a fiscally responsible manner. Effective communication among individual professionals and groups is paramount to the success of interprofessional practice. 23Y25 In years past, opinion articles from Stein, 26, 27 Stein et al, 28 and Larson 29 documented lengthy accounts of ineffective communication styles between nursing and medicine. Nurses are cited as the oppressed group seeking approval from physicians and physicians' requests for nursing communication to follow an organized factual structure. Unfortunately, similar themes are reflected in the 2005 study of physicians, nurses, and other clinical care providers (n = 1700), where more than three-quarters of healthcare professionals surveyed acknowledged ongoing disrespectful nurse-physician communications. 25 This has adverse implications on patient outcomes and staff recruitment and retention. 25 In addition; it highlights issues related to an underlying current of power and control that negatively impact healthcare professionals' relationships.
Coeling and Cukr 23 and Grenny 25 suggest that a starting point to effective interprofessional practice is the organizational code of nonsilence (respectfully speaking up). This endorses a number of central themes including leadership acknowledgement of disruptive workplace behaviors, leadership empowerment and professionals' commitment to speaking up about disruptive behaviors, and equitable action on behalf of leadership (and teams) of violators to the code of conduct. Encouragement of breaking the code of silence includes organizational promotion of nonattentive and nondominant styles of behaviors. These include the engagement of culturally appropriate eye contact, provisions of constructive and respectful verbal and written feedback, solicitation for clarifications, and permitting others' time to share thoughts without interruptions. Changes in styles of communication are likely to transpire naturally if time allows for such interactions. This will foster relationship building and sharing of professional knowledge. The visibility of leadership engagement in these behaviors aids in setting foundations for respectful interactions. 23, 25 Other effective actions include regularly scheduled interdisciplinary meetings, formal training courses, and shared academic education among disciplines, with an emphasis on alternative communication styles and teaching collaborative skills, cultural (professional and ethnic) norms, beliefs, and values. 23, 30 The implementation of these respectful workplace actions may help to equalize hierarchy organizational and professional power as they foster to empower all members of a team. Efforts to enhance communication between nurses, physicians, and other professional disciplines could have positive results on professional collaborations and patient and health systems outcomes. 12 A number of studies aligned quality healthcare with interdisciplinary practice. For example, Craven and Bland's 31 systematic analysis of Canadian and international literature on a primary care mental health team approaches maintains improved patient outcomes, particularly in the area of client education. A prospective multicenter (n = 9) study was conducted by Morey et al 32 with interprofessional teams in teaching and community emergency department hospitals. The objective of the study was to evaluate the outcomes of a training module. Findings supported positive correlations of formal instruction with professional conduct and team behaviors, a reduction in medication errors, and improved staff morale. A recent Cochrane collaboration review led by Zwarenstein et al 33 assessed 5 randomized controlled trials that focused on interprofessional collaborative practice and healthcare outcomes. This analysis suggested that team approaches to healthcare may improve systems and patient outcomes. But it clearly stated that further qualitative and quantitative single studies are required to fully understand the outcomes of healthcare team approach with specific patient populations and assessment of true cost to the healthcare system.
DISCUSSION
To move forward, we must embrace the past, learn from transgressions, and place precedence on strengths. Advanced practice nurses are in a position to give a voice to the evolution of nursing history and bringing to the forefront present-day nursing education and clinical practice issues. As Ross-Kerr 34 remarked, the historical aspect of nursing is imperative to understanding various clinical questions of today, which will help to unite all members of the profession and subsequently positively impact public care needs.
Historical acts by women and men paved the way for others to eventually receive a ''formal'' apprenticeship model of training that has progressed to our present-day formal nursing, medicine, and allied healthcare education. It includes discipline-specific competencies that incorporate history, culture, and interdisciplinary academic preparation. 12, 32 The full impact of cultural, historical, and multidisciplinary education may ultimately improve the quality of care to the public. 12, 34 Both the CNS and NP roles have demonstrated positive outcomes and contributions to the healthcare environment. This is evident in a literature review by Cunningham 35 on APNs outcomes, which correlates APNs with earlier hospital discharges, fewer readmissions, and improvements in smoking cessation rates. The review also points to studies on cardiac and breast cancer client populations and a reduction of psychological distress and a greater knowledge of the disease process. Thrasher and Purc-Stephenson's 36 study on patient satisfaction revealed positive findings. Limited Canadian studies exist on APN outcomes; however, the aforementioned national and international studies demonstrate APNs' positive contributions in improving health outcomes in a cost-saving manner while maintaining quality care and patient satisfaction.
Gender equality and role development of advanced nursing practice occurred over the years with requirements of higher levels of nursing academic qualifications. This led to advancements in settings such as primary healthcare that laid the foundation for interprofessional collaboration. 12 The development of government policies may facilitate mutual respect of interdisciplinary perspectives. One example is Health Force Ontario: A Blueprint for Action in Ontario. 12 Coeling and Cukr 23 and HealthForce Ontario 12 acknowledge that collaborative relations between nursing, medicine, and other allied health disciplines have noble outcomes on quality patient care, potential to decrease organizational cost and increase access to healthcare, staff retention rates, and job satisfaction.
IMPLICATIONS FOR NURSING
Nursing's contributions to Canada's publicly funded healthcare system are evident in homes, hospitals, community settings, and organizations. Nurses continue to play a vital role in ensuring that Canadians have equal access to healthcare, improvements in the quality of care, and participation in healthcare reform. 12 Advanced practice nurses' involvement with healthcare policy changes is essential in meeting complex population health needs in a cost-effective manner.
The CNPI 10 was instrumental in bringing NPs to the forefront of primary healthcare reform; consequently, a reasonable question is if a similar initiative is now warranted for the CNS. Accordingly, DiCenso 9 and Fulton, 37 a number of actions need to transpire, for example, the reevaluation of the full scope and potential contributions of the CNS practice in the context of today's evidenceinformed practice on key public health issues. They also propose a national review and streamlining of graduate and doctorate education curricula and further dialogue regarding legislation on title protection and prescriptive authority extension for a CNS practice that is tailored to a specialty population. 37 These actions may facilitate CNS role clarity, function, and responsibility while decreasing wait times for specialty consults.
Advanced practice nurses are encouraged to collaboratively engage in qualitative and quantitative research studies that pertain to the APNs' role clarity, function, and efficiency. As we move toward interdisciplinary practices, APNs also have a professional responsibility to assess, study, and disseminate research findings pertaining to issues as they relate to nursing history, professional collaborations, and team integrations.
CONCLUSION
The healthcare system is quickly evolving as we strive to preserve a healthy blueprint for future generations. In the words of Fletcher, 7 it is that simple and yet equally that complicated. Historical perspectives of gender continue to influence the role development of the APN and a movement toward interdisciplinary collaboration. The historical female traditions, roles, and ways of knowing are symbolic of an optimal sense of true collaboration and deserve continual respect, celebration, and a balanced application into our present-day evidence-informed environments. These traditional collaborative roles are evident in the sense of community and cohesive relationships that current research supports as healthy attributes for the implementation of collaborative practices. 38 This belief is reflected in the wise words of the late Eliot Freidson, a medical sociologist who reminds us that professionalism that seeks autonomy (independence) does not necessarily equated to the patient's best interest. 39 The time is now for health professionals to embrace change that for many appears to take time.
